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INTRODUCTION 
Under the Public Health Service Act (HRSA, 1996, p.8), the term migratory agricultural 
worker means an individual whose principal employment is in agriculture, who has been so 
employed within the last 24 months, and who establishes for the purposes of such employment a 
temporary abode. The term seasonal agricultural worker means an individual whose principal 
employment is in agriculture on a seasonal basis and who is not a migratory agricultural worker. 
The term agriculture means farming and all its branches, which includes: 
• Cultivation and tillage of the soil; 
• The production, cultivation, growing, and harvesting of any commodity grown on, 
in, or as an adjunct to or part of a commodity grown in or on, the land; and 
• Any practice (including preparation and processing for market and delivery to 
storage or to market or to carriers for transportation to market) performed by a 
farmer or on a farm incident to or in conjunction with an activity described in the 
clause above. 
The definition offarmworker encompasses only a target population of those seasonally 
employed in agriculture whose jobs require mobility. It excludes many immigrants whose jobs 
are outside the agricultural sector (e.g., construction, landscaping, food service industry, 
meatpacking, transportation and domestic labor) (Larson, 2006). These individuals face similar 
barriers to health care services as migrant and seasonal workers (MSFW s ). They are mobile and 
not employed in agriculture and would not meet the present definition put forward by the 
migrant health services for care. With none universally acceptable definition of a migrant or 
seasonal farm worker, combined with the mobile nature of this population, it is difficult to track 
their oral health status or obtain conclusive information about this group. The term farmworkers 
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used in this review include migrant and seasonal farmworkers described under the Public Health 
Service Act. 
The purpose of this paper is to conduct a systematic review of the literature and document 
barriers to dental care access for MSFW s and to inform the development of sound oral health 
policies regarding the use of oral health services in the state of North Carolina. 
In March, 2006 and November, 2007 a letter to Secretary Leavitt by the National Advisory 
Council on Migrant Health (NACMH) reiterated that in the Health Care Safety Net Amendments 
of2002, Congress required the Department of Health and Human Services to conduct a study 
analyzing the barriers to health care confronted by farmworkers (NACMH 2007). This 
amendment required this study to be submitted to Congress by April!, 2004. The final release of 
this submitted review is still pending. Lack of care and untreated dental problems, rather than an 
increased susceptibility of migrant farm workers to oral diseases, are responsible for oral health 
disparities observed in this population (Burt and Eklund, 1999). This may explain why adult 
migrant farmworkers suffer more dental diseases than their children who have available to them 
more affordable, and accessible medical and dental services. 
Research related to the oral health status and delivery of care to the children of MSFW s 
exists, however, very little has been done on the oral health status ofMSFW adults who are 
disadvantaged and living in medically underserved populations. Presumably farmworker 
migratory patterns, linguistic barriers, level of oral health literacy, and who exactly is defined as 
a migrant or seasonal farmworker are possible factors responsible for the gaps in the literature. 
Project Implications 
• Identification of gaps in the literature and providing leadership on what could be done to 
improve the understanding of the oral health of migrant and seasonal farm workers. 
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• Make recommendations for changes in oral health policies and programs related to the oral 
health care of migrant and seasonal farm workers and their families, and 
• Make recommendations for the establishment of standards and best practice guidelines 
related to the provision of oral health care services for migrant and seasonal farm workers 
in North Carolina. 
Who are migrant and seasonal farm workers? 
The U.S. Public Health Service estimates that there are a total of 3.5 million agricultural 
workers in the United States. According to Larson (2000) in her Migrant and Seasonal 
Farmworker Enumeration Profiles Study, about 100,000 to 300,000 agricultural workers live in 
North Carolina making it sixth in the nation with the most population of migrant and seasonal 
farmworkers (MSFWs), outside Washington (WA), Texas (TX), California (CA), Florida (FL) 
and Oregon (OR). North Carolina's MSFWs are vital to the agricultural industry, and they are 
involved in land tilling, planting, cultivating, harvesting and preparing of produce for storage or 
exportation. Without the seasonal influx of affordable migrant farm labor during peak periods 
(April to November) in the state, the production of many vegetables and fruits would be virtually 
impossible. 
According to North Carolina Department of Agricultural and Consumer Services 
Agricultural Statistics Division, North Carolina's agricultural industry, including food, fiber and 
forestry, contributes $71 billion annually to the state's economy, accounts for 19% of the state's 
income, and employs over 16% of the work force. Net income per farm in the state is over 
$58,000. Sutter (1988) reported a contribution of over $12,000.00 in profits to North Carolina's 
economy annually per farmworker's labor. The state's 48,000 farmers grow over 80 different 
commodities, utilizing 8.8 million of the state's 31 million acres to furnish consumers a 
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dependable and affordable supply of food and fiber. North Carolina produces more tobacco and 
sweet potatoes than any other state, ranks first in Christmas tree cash receipts, and ranks second 
in the production of hogs, turkeys, and trout. 
Migrant farmworkers include those recruited from other countries to do agricultural work in 
the United States under the H-2A program (known as H-2A guest workers). The U.S. 
Department of Labor makes available temporary visas under the H-2A Agricultural Program to 
allow farmers who anticipate a shortage of domestic workers to bring non-immigrant, foreign 
guest workers legally to the United States to perform agricultural work for a season. North 
Carolina is by far one of the largest users of this type of temporary agricultural visa (H-2A) with 
over 7,000 workers. The National Agricultural Workers Survey (NAWS) conducted by the U.S. 
Department of Labor in 2005 reported that nearly 80% of farm workers were male, and most 
were younger than thirty-one years. The median level of education is six years. Most farm 
workers were married and or have children. Six out of ten farm workers live apart from their 
immediate family members. Seventy-five percent were born in Mexico. Fifty-three percent were 
undocumented, 25% are United States citizens, and 21% are legal permanent residents. 
The average annual income for a farmworker living in the east coast states, such as North 
Carolina, is $11,000.00, which is about 37% less than the national average. Thirty percent (30%) 
of all farmworkers have family incomes below the poverty level (NA WS 2005). In 2006, the NC 
Employment Security Commission reported a total of7,671 migrant workers. Eighty-one 
percent offarmworkers and their families were foreign born: 95% were from Mexico, 2% from 
other parts of Central America and the Caribbean, and 1% from Asia (Mehta, Gabbard, Barrat, 
Lewis, Carroll, and Mines, 2000). 
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Statewide distribution ofMSFWs and contribution to the agricultural workforce 
There are regional variations in the numbers and density of workers as well as in the crops 
they tend. Latino farmworkers are in most of North Carolina's 100 counties (Early, Davis, 
Quandt, Rao, Snively and Arcury, 2006). North Carolina Employment Security Commission 
2006 reports that 38,360 of the 39,615 documented migrant workers are Hispanics, accounting 
for 96.8% of the migrant farmworkers in North Carolina. Sampson County has the highest 
number of Hispanic migrant farmworkers in the state followed by Wayne, Duplin, Robeson, 
Henderson, and Johnston counties. Counties like Clay, Graham, Northampton, Davie, Swain and 
Orange have less than 50 migrant farm workers on record for 2006. In spite of their contribution 
to the state's economy and to the $28 billion fruit and vegetable industry in the United States, 
eighty five percent of which are hand cultivated and/or harvested, migrant and seasonal farm 
workers continue to be a dentally underserved and a marginalized group in the community. 
Migrant farmworker oral health status and oro-systemic connection 
MSFWs suffer from similar health problems as the rest of society. In addition, they are faced 
with the challenges of poverty, malnutrition, substandard living conditions, occupational hazards, 
cultural, and linguistic barriers. The migratory nature of MSFW s results in distinct health 
hazards and unchecked disease progression. Sandhaus (1998, p.52) stated that "the average life 
expectancy ofMSFWs is 49 years, compared with the national average of75years." Watkins, 
Larson, Harlan, and Young (1990) documented that utilization of dental and medical services by 
MFSWs is well below the national average. Lombardi (2002) in a Colorado Study of231 adult 
Hispanic migrant and seasonal farmworkers found that 22% had never seen a dentist, 56% had 
not received regular dental care, and 85% required dental care. 
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Entwistle and Swanson (1989) study, conducted in Colorado, reported that migrant Hispanic 
groups exhibit more advanced periodontal disease than non-migrant Hispanic groups. Eighty-
three percent of the migrant Hispanic group's farm workers exhibited pocketing (a pathological 
deepening of the gingival sulcus resulting from detachment of the gingiva from the tooth) 
compared to 49% in non-migrant Hispanics. Lukes and Miller (2002) found that 51% of the 
migrant farmworkers in Illinois who participated in the study had not sought dental care in the 
previous year, with most farmworkers seeking care only when in pain or discomfort. They 
reported that, "migrant farmworkers experience tooth decay and periodontal disease more than 
twice the rate found in the general population" (p.l34 ). Furthermore, a study that examined the 
health patterns of 225 migrant farm workers in south -central Georgia, reported that there was an 
epidemic of dental caries and head lice (Bechtel, Shepard, and Rogers 1994). 
Oral health directly affects overall health in different ways. Poor oral health has been related 
to systemic health problems. The 2000 report of the Surgeon General on Oral Health in America 
states that: "research has shown association between chronic oral health infections, stroke, lung 
and heart disease; and in pregnant women, premature birth or low-birth weight infants." 
... "Individuals with diabetes are at greater risk for periodontal disease" (2000, chap.5, p.44). It is 
noteworthy to mention that while studies have demonstrated a relationship between periodontal 
disease and adverse pregnancy outcomes, Xiong eta!. (2006) in a systematic review deduced that 
it is not yet clear whether periodontal disease plays a causal role in adverse pregnancy outcomes. 
Additional methodology and rigorous studies are needed for confirmation. According to the 2000 
Surgeon General's report, an examination of efforts to characterize the functional and social 
implications of oral and craniofacial diseases reveals a number of health related conditions. 
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• Oral health is related to well-being and quality of life as measured along functional, 
psychosocial, and economic dimensions. 
• Diet, nutrition, sleep, psychological status, social interaction, school, and work are 
affected by impaired oral and craniofacial health. 
• Oral and craniofacial diseases and their treatment place a burden on society in the 
form of lost days and years of productive work. 
• Acute dental conditions contribute to a range of problems for employed adults, 
including restricted activity, bed days, work loss, and school loss for children. 
• In addition, conditions such as oral and pharyngeal cancers contribute to premature 
death, and can be measured by years of life lost. 
MSFW s with chronic dental diseases are also at a greater risk for heart disease, diabetes, 
premature birth and low birth weight. As a result of acute oral pain, they may be unable to work 
in the fields resulting in decreased productivity and loss of revenue. They may also modify their 
diet and eating habits and forgo consumption of nutritious fruits and vegetables for a long time. 
Quandt et al. (2007) pointed out that documenting the oral health problem offarrnworkers and 
then taking steps to ameliorate them can have beneficial health effects beyond the immediate 
impacts on teeth, mouth, and gums. 
Policies enacted to provide health care for migrant and seasonal farm workers 
In an effort to address this high risk for multiple health problems among migratory 
agricultural workers, and recognizing that most MSFW s lack access to culturally and 
linguistically competent health care and support services, the Migrant Health Act was enacted on 
September 25, 1962 by Public Law 87-692 as an amendment to title (III) of the Public Health 
Service Act. The Migrant Health Act authorizes federal funding for health services and health 
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clinics in medically underserved areas to facilitate culturally appropriate, comprehensive medical 
care services for MFSWs and their families. There were no major changes in the content of the 
bill until 1970. At this time the legislation was modified to include seasonal agricultural 
workers, and to broaden community participation in the development and implementation of 
programs in the long term effort to assist communities put together the fragmented pieces of 
existing community health services. 
To ensure the continued availability of access to community based, affordable, high quality 
primary, and preventive health care services to this vulnerable population, President Clinton on 
October II, 1996 signed into law S. I 044 (Public law I 04-299), the Health Centers 
Consolidation Act of 1996. The bill reauthorizes and consolidates four federal health primary 
care and prevention programs: community health centers, migrant health centers, health care for 
the homeless, and health care for residents of public housing programs. S. I 044 also establishes 
a new federal loan guarantee program to support the development and operation of managed care 
networks. Federal funding for Migrant Health Programs and Migrant and Community Health 
Centers (M/CHCs) is authorized under the Public Health Services Act, Title III, Section 330(g), 
as amended, Public Law 104-299. Grants are administered by the Bureau of Primary Health Care 
(BPHC) within the Health Resource and Services Administration (HRSA), an agency of the U.S. 
Department of Health and Human Services. Grants disbursed by BPHC to public and other non-
profit agencies, institutions and organizations throughout the United States and its territories are 
used to pay part of the costs of establishing, operating, and improving family health service 
clinics in a manner culturally appropriate for domestic agricultural migratory workers and their 
families and for the training of personnel to operate these clinics. 
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Statewide distribution and funding of Community and Migrant Health Centers (C/MHCs). 
The National Center for Farmworker Health (NCFH), a private non-profit corporation, 
established in 1975 with a mission to improve the health status of farm worker families, provides 
information services, technical assistance, and training to more than 500 private and federally 
funded migrant health centers as well as other organizations and individuals serving the 
farmworker population. NCFH documents, as of January 2007, 157 federally funded migrant 
health center entities 21 of which are structured as Migrant Health voucher programs. North 
Carolina's Community Health Centers Facts at a glance (2008) documents eight Migrant Health 
Centers, 27 Health Center Grantees, and one Migrant Voucher Program site among the numerous 
community health centers that provide care to the 39,615 MSFWs in the state. 
There are currently 25 Migrant Health Entry Points (MHEPs) scattered across 20 counties in 
the state. A MHEP is a point designated by the North Carolina Farmworker Health Program 
(NCFHP) to certify migrants using the Migrant Health Eligibility Form (DHHS 3753). North 
Carolina Administrative Code Title 1 OA (1983) defines a MHEP as "an entity chosen based on 
density of farm workers in the service area, number of farm worker patients served by the agency, 
and the agency's ability to offer linguistically-appropriate services, night or weekend hours, and 
outreach services" ( chap.39A.Ol03 p.l). According to the NCFHP eleven of the twenty five 
migrant entry points are NCFHP funded dental sites with single or multiple dentists and dental 
hygienists in some sites. Out of the nation's 1002 federally funded health centers, all of the 140 
Federally Funded Health Centers receiving Farmworker Health Grants provide some form of 
preventive and or restorative dental care (APPENDIX C). 
The North Carolina Farmworker Health Alliance (NCFHA) was formed in 1994 to 
streamline and consolidate the activities of health care providers and health advocates for 
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MSFWs in North Carolina. The Alliance is administered and staffed by the following agencies: 
the Office of Research, Demonstrations, and Rural Health Development and the North Carolina 
Primary Health Care Association. The Alliance works to increase bilingual health services, 
strengthen partnerships with other organizations, promote policies that improve the health of 
farm workers, educate the public about farm workers, and staff the farm worker health education 
library. NCFHA provides coordination of health services for migrant farmworkers and their 
dependents, primarily through the Migrant Health Program in the Division of Adult Health 
Promotion. This agency administers the state's migrant health funds and the office of Rural 
Health and Research Development that represents M/CHCs. 
NCFHP, a statewide Migrant Health Voucher Program located within the Office of Rural 
Health and Community Care (ORHCC) within the North Carolina Department of Health and 
Human Services reimburses providers for services provided to migrant farmworkers through its 
Fee-for-Service program. The Migrant Health Fee-for-Service Program provides coverage for 
basic preventive health services and primary care to migrant farmworkers and their dependents. 
Dental coverage includes basic preventive, diagnostic, simple restorative and limited surgical 
procedures. With the exception of supplies and durable medical equipment, providers are 
reimbursed based on the current Medicaid rate to a maximum of $150.00 per claim and date of 
service visit. Patients are responsible for five dollars co-pay. North Carolina has access to federal 
and state health funds targeting migrant farm workers and is one of the few states to appropriate 
state funds for migrant health services. In 2006, NCFHP received$ 1,493,421 in federal funding 
from the Bureau of Primary Health Care, HRSA and $736,145 from the state ofNorth Carolina. 
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Impact ofthe Healthy people 2010 oral health objective on C/MHCs 
The Division of Oral Health in the Centers for Disease Control and Prevention (CDC)'s 
Healthy People 2010: Oral Health Objectives states that, "The overall goal of the Healthy 
People 2010 oral health objectives is to prevent and control oral and craniofacial diseases, 
conditions, and injuries and improve access to related services. Like general health, oral health 
status in the United States tends to vary based on social and economic conditions" (chap.21 p.l). 
Access to care for financially impoverished adult migrant and seasonal farmworkers who cannot 
afford routine dental care or basic dental care and who are not covered by any government 
funded program remains a problem. 
Furthermore, oral health objective 21-14 promotes the increase in; "the proportion oflocal 
health departments and community-based health centers, including community, migrant and 
homeless health centers that have an oral health component."(chap2l.p.30). It is an objective 
geared towards addressing this health disparity by increasing the availability of and accessibility 
to dental services within M/CHCs. These centers extend dental care to groups that traditionally 
have limited access to dental services and strive to ensure that health education programs and 
oral health staff members are culturally competent and linguistically appropriate. The latest data 
from HRSA Bureau of Primary Health Care on this objective reveal that the proportion oflocal 
health departments and community based centers that offer onsite oral health services increased 
from 52% in 1997 to 70% in 2006. The target is 75%. Tomar (2004) reported that of the 121 
Migrant Health Centers identified by the Bureau of Primary Health Care's program database, 
103(85.1 %) provided some type of dental care. 
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METHODS 
A literature search of reports published between January 1, 1990 and December 31,2008, 
using Pubmed, lSI citation and CINHAL with full text databases, was conducted using the 
following key search phrases "migrant farm worker and access to oral health care", "seasonal 
farm workers and utilization of health services", "migrant worker and access to health care 
services", " access to dental care for seasonal farmworkers", "dental health care for agricultural 
workers ", "barriers to health care access", " utilization of dental services among migrant and 
seasonal farmworkers", "agricultural workers and oral diseases" and, "oral health status of 
migrant and seasonal farm workers." A total of 644 related articles were scanned. Articles which 
did not meet the inclusion criteria were discarded. The following were used as inclusion criteria: 
year of publication between 1991 and 2008, adult males, adult females, articles written in 
English language, and articles referring to MFSWs working within the United States. One 
hundred and twenty articles were selected for abstract and bibliography review. Forty-six 
articles, nine of which were literature reviews had information on general health and oral health 
status ofMSFWs in the United States, difficulties they encounter in accessing culturally and 
linguistically inclusive health services, and barriers associated with utilizing these services when 
available. 
RESULTS 
Several barriers to accessing dental care have been reported, including: lack of transportation, 
finances, linguistic and cultural differences, and inappropriate clinic hours when dental services 
are available. Although research has documented a number of barriers experienced by MSFWs 
in accessing dental care (APPENDIX A), gaps still exist in the available literature on the oral 
health needs of adult MSFW s, Gaps also exist in literature on weather dental care provided met 
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those needs or if programs have really reduced the barriers to care that the farmworkers 
perceived as barriers. Additional information is needed on the quality of care received, 
satisfaction with care, utilization of dental services, and farmworker oral health status as it relates 
to their quality of life. 
Barriers Experienced by Migrant and Seasonal Farmworkers in Accessing Dental Care 
Lack of transportation 
Farmworkers have a migratory lifestyle and most do not have transportation needed to obtain 
vital health services. Many are usually transported as crews in vans from one location to another. 
They are often dependent on their employers for transportation to access health services. 
Although some migrant clinics have vans, the number is usually insufficient to meet the demands 
of the population (Poss and Meeks, 1994; Leon, 2000; Acuary and Quandt, 2007; Triantafillou, 
2003). In a study involving 119 migrant farmworkers, seventeen (17%) se1freported lack of 
transportation as a possible barrier to care (Lukes and Miller, 2002). Only 42% of farm workers 
drive or have cars in the United States (Carroll et al.2005). 
Inappropriate clinic hours 
Leon (2000), and Lukes and Miller (2002) studies on oral health issues among migrant 
farmworkers in rural southern Illinois documented limited clinic hours as a barrier to care for 
most migrant farmworkers (57%) who utilized the farmworker health clinic. Fifty-two percent 
(52%) of the 81 migrant health centers surveyed had no evening hours, and this was ranked as 
the most significant barrier to care (Lukes and Simon, 2006). Bechtel, Shepherd, and 
Rogers(l995) in their study: Family, Culture, and Health Practices Among Migrant 
F armworkers in south-central Georgia found out that accessing health agencies during normal 
working hours of9am to 5pm, Monday to Friday, was a formidable barrier for migrant workers 
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as this parallels the time migrant farm workers are in the fields. The limited number of health 
professionals makes it virtually impossible to take the clinic to the patient. They also found 
routine dental care essentially nonexistent in the public health department. Most families in this 
study did not own a single toothbrush and a visit to a dental care provider was sought only when 
pain became severe. 
Inadequate finances aud socioeconomic status 
The Executive Summary of the National Agricultural Workers Survey (2006, p.3) reports that 
"the average income of crop workers was between $10,000 and $12,499. Total family income 
averaged between $15,000 and $17,499. Thirty percent of all farm workers had total family 
incomes that were below the poverty guidelines." Quandt, Heather, Clark, Rao, and Arcury 
(2007) in their interview of 108 women in Latino farm worker families in western North Carolina 
and southwestern Virginia documented that, 73% of the children received dental care in the past 
year compared to 47% of mothers and 37% of fathers. Children were found to receive care 
regularly and their oral health status was in better condition. Quandt et al. (2007) also reported 
cost of services as the factor most often responsible for not receiving dental services when 
needed by adult farmworkers. Poss and Meek (1994) noted the most obvious barrier that migrant 
workers confront when seeking health care is an inability to pay for medical services provided. 
Migrants need supplemental resources to Medicaid. Sometimes medical services costs exceed 
Medicaid's meager coverage (Migrant Farmworker Conference, 1995), and Medicare does not 
reimburse providers for dental services. Lukes and Miller (2002) reported that 33% of the 119 
migrants surveyed stated that the fees for dental services prevented them from seeking care. 
MFSWs experience a lot of health challenges due to poverty, poor housing, and poor 
sanitation.(Dental and oral disease burden, particularly untreated disease, falls heaviest on 
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individuals from low socioeconomic groups. Individuals in lower socioeconomic status groups 
also have higher incidences of disease (e.g., diabetes and heart disease) that increase the risk for 
periodontal disease. Social determinants like low socioeconomic status and poor education have 
been associated with an increased dental and oral disease burden, particularly untreated dental 
disease (Poss and Meeks, 1994; Triantafillou, 2003).) 
Linguistic barriers 
Bechtel eta!. (1995) noted that in their study there were no paid bilingual staff at the hospital, 
the Department of Family and Children's Services or the sheriffs department in southern 
Georgia. Adult migrant farmers with limited English proficiency utilizing poorly translated 
Spanish materials experience difficulties navigating the health care system and social services as 
a result preventive care is usually not sought until incapacitating pain results in an emergency 
dental visit. Although more migrants want to apply for Medicaid, some lack the language and 
educational skills to correctly complete the required forms (Leon, 2000; Triantafillou, 2003). 
Many farmworkers are functionally illiterate in English and Spanish (Arcury and Quandt, 2007). 
NA WS (2006, p.2) reports that, "less than 31% offarmworkers interviewed in 2001and 2002 had 
twelve or more years of education." Patients with a low level of health literacy and a poor 
understanding of good oral health may not know when it is necessary to seek care for certain oral 
symptoms. Many MFSWs lack knowledge about the relationship between caries and sweets, and 
the positive effects of good oral hygiene on periodontal health (Hansen and Donohoe, 2003). 
Cultural factors 
Poor communication between providers and patients of different racial or ethnic background is 
not uncommon. Latino farmworkers often share health beliefs that affect their utilization of 
health services even when it is available (Betancourt, Green, and Carrillo, 2002). For example, 
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some Mexican farmworkers adhere to the hot and cold (humoral) theory of health, while others 
maybe superstitions, believing in several folk illnesses like mal de ojo (evil eye), susto (evil 
spirit), and caida de mol/era. As a result of these beliefs, workers can choose not to seek 
preventive services, ignore medical treatment, and utilize traditional herbal remedies (Arcury and 
Quandt 2007). 
Legal barriers 
Illegal aliens sometimes do not go to the clinic because they fear being caught by immigration 
officials. Fifty three (53%) offannworkers are undocumented (NAWS 2005). Fear of 
immigration penalties and a lack of knowledge of eligibility criteria for social services have been 
reported as barriers to seeking health services (Leon, 2000; Triantafillou, 2003; Hansen and 
Donohoe, 2002). Undocumented immigrants are generally ineligible for publicly funded health 
insurance coverage, such as Medicaid (except in the case of emergency services provided in the 
hospital). 
Bureaucratic barriers 
The present administrative process for determining and approving out of state providers and 
out of state claims makes the federally qualified health center(FQHC) providing care to an out of 
state farm worker unable to bill the farm worker's home state in a timely and reasonable manner. 
In addition, migrant fannworkers are not eligible for the providing states' Medicaid program 
until they have enrolled in that program, an administratively expensive process for a one-time 
procedure. Fanners, employers, crew chiefs, and migrant farmworkers are not consulted 
concerning program planning for migrant farmworker families. This powerlessness in the 
political arena can result in migrant health programs instituted in certain communities which do 
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not address the specific needs in that farmworker community (Betchel, Shepherd, and Rogers 
1995). 
Limited number of dental facilities and dental providers. 
Bechtel eta!. (1995) in their research in Southern Georgia documented non availability of 
dental services in the health centers in the region where the migrant farmworkers reside. 
Ricketts (2000, p.644) in his review stated that "the relatively limited number of health facilities 
and providers makes health care, particularly specialty care, difficult to obtain in the rural 
communities in which farmworkers live and work." Presumably the number of dental providers 
in these health facilities is also limited. In North Carolina approximately 15 migrant clinics are 
funded and operating during the agricultural season, whereas farmworkers are spread across the 
100 counties in the state (Arcuary and Quandt, 2007). Although the Bureau of Primary Health 
Care at HRSA provides funds for migrant clinics, and many states provide additional funding, 
the number of facilities and providers is still insufficient to address the dental needs of this 
population. 
Constant migration 
"Migrant populations relocate constantly, limiting the determination of specific health patterns 
and indices" (Bechtel eta!. 1995, p.l8). For example in- and out- migration will jeopardize the 
possibility of obtaining accurate data on the effects of lifestyle on the health of farm workers or 
disease specific morbidity and mortality rates since health outcomes take time to develop. This 
migratory pattern also makes it difficult to know where health services are available in a 
community where most of the residents are new each season or year. Different state eligibility 
requirements and the lack of portability or reciprocity in Medicaid and State Child Health 
Insurance Program (SCHIP), create administrative barriers to coverage for mobile populations. 
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Therefore, when families move from state to state seeking employment, Medicaid and SCHIP 
benefits stop at the state border, making Medicaid and SCHIP unobtainable for most 
farmworkers and their families (Arendale, 200 I). Lukes and Simon (2006) in an interview of 81 
health center respondents on provision of dental services to MSFW s reported that respondents 
perceived cost of services, lack of transportation and limited clinic hours as primary barriers to 
care. (Table I, APPENDIX B provides an overview of barriers experienced by MSFWs in 
accessing dental care). 
DISCUSSION 
According to Rust (1990, p.1216), "While services provided by migrant health centers may 
have improved the overall health of migrant farm worker families by improving their access to 
health care, there are very limited data with which to prove this point." The majority of 
farm workers are familiar with some type of medical system either in Puerto Rico, Guatemala or 
Mexico, and state familiarity with going to a doctor or pharmacy in their homeland (Crane-
Sherman, 2005). Therefore, lack of information regarding the utilization ofM/CHCs or free 
clinics is not necessarily a lack of information about health needs or health care. Provision of 
health services to farmworkers has been a concern for decades (Rust, 1990; Rosenbaum and 
Shin, 2005). Health care is seen as a low priority by farmworkers whose earnings are typically 
below the poverty level (NA WS, 2005) when compared to money required for food, shelter and 
other basic needs. 
From the literature review, transportation to access the available health centers appears to be 
the predominant barrier to seeking dental services (Table I APPENDIX A). The sparse 
distribution of the migrant health centers serving North Carolina's farmworkers makes it 
necessary for some farmworkers to travel up to 50 miles to see a dental provider. Since most 
18 
MFSWs rely on the crew chief or their employer for transportation, they may put off seeking 
care until it becomes a dire emergency. Although some migrant health centers provide 
transportation to their facilities, the high demand by MSFW s often cannot be met. 
Navigating the health care system is an enormous task even for those accustomed to dealing 
with insurance corporations and care coordination. Due to system differences, many migrant 
farmworkers, especially the undocumented farmworkers, choose not to seek health care services 
when they become ill. Fear of immigration officials makes these workers choose to remain on 
the farm and utilize an alternative form of medicine. For example, traditional herbal remedies, 
medications brought along with them or sent to them from Mexico or purchased at tiendas which 
are stores that distribute prescription medications unavailable to them without prescription from 
U.S. pharmacies (Arcury and Quandt, 2007). 
The impact of cultural and linguistic barriers to accessing healthcare services, especially for 
minorities who experience health disparities, has been put on the front burner by health care 
experts in government, managed care, academia, community healthcare and the National 
Advisory Council on Migrant Health (Betancourt, Green, and Carillo, 2002). In addition to 
providing dental services, it is equally important to provide care that is culturally appropriate, 
respectful, and takes into consideration the culture and health beliefs of the patients. From the 
literature review, health care experts make a clear connection between cultural competence, 
quality improvement, and the elimination of racial and ethnic disparities. A populations' 
sociocultural orientation shapes its values, forms its beliefs systems and motivates behavior 
(Betancourt et al., 2002). Research shows that information disseminated in a language and at the 
level the patient population understands, ensures patients takes on an active participatory role in 
their care. To address the issue of cultural incompetence in the workplace, many M/CHCs 
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provide cultural competency training for their employees. The use of promotoras, (lay health 
advisors), who are fellow Hispanics living among the MSFWs to serve as links to the health care 
system, has been documented to have a positive effect (Lukes, 2003). Trust is important to the 
farmworkers. Realizing that the provider understands their oral health concerns and 
understanding what the dental provider asks of them tends to make the patient more compliant. 
Financial barriers also prevent migrant farmworkers from seeking care (Quandt et al.2007; 
Pass and Meeks 1994; Lukes and Miller, 2000). Most migrant farmworkers earn below the 
minimum wage, and the family needs for food, shelter, and clothing are prioritized above 
seeking preventive services. Although children of migrant and seasonal farmworkers also have a 
high incidence of dental disease, research shows that children who are eligible for Medicaid 
services tend to utilize the migrant dental clinics more than their parents. Migrant farmworker 
children born in the U.S. are able to receive dental care at no cost or at an affordable cost. This 
suggests that farmworker parents are able to access care for their children when cost is not a 
concern. One can presume that making dental health services more affordable will eliminate cost 
as a barrier to access and increase utilization patterns. In situations where dental clinics are 
within reach and cost for treatment affordable, clinic hours which corresponds to farmworker 
hours tends to prevent farmworkers from seeking care. Many health centers are addressing this 
barrier by providing dental services during extended hours (nights, weekends, and early morning 
appointments). 
Current statewide efforts 
HRSA, through its Bureau of Primary Health Care, provides direct funding to M/CHCs 
throughout the United States to address the health service needs ofMFSWs nationally. Between 
2001 and 2006, the number ofMSFWs served increased by almost 120,000 or 18 %( HRSA, 
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2007). In 2007, HRSA-funded health centers served more than 826,977 migrant or seasonal 
farmworkers and their families. It is estimated that HRSA-funded health center programs serve 
more than one quarter of all migrant and seasonal farmworkers in the United States. In addition, 
the bureau has instituted programs like the migrant voucher program; a program that allows 
MSFWs to obtain care from community providers when M/CHCs are inaccessible. Non- profit 
organizations that support the efforts of local clinics and service organizations, like the Migrant 
Clinicians Network, National Center for Farmworker Health Inc., Migrant Health Promotion, 
Farmworker Health Services, Farmworker Justice Inc., and National Association of Community 
Health Centers, are also funded. 
Local clinics, programs and providers have documented different initiatives and developed 
programs to improve their ability to provide and improve health services for farmworkers. These 
include culturally appropriate methods for providing care, utilizing outreach workers and lay 
health advisors. In North Carolina, the NCFHA, and NCFHP in the Office of Rural Health and 
Community Care through a statewide network of service providers, works to improve the health 
ofMSFWs, and their family in the state. The Migrant Health Program of the Office of Rural 
Health and Research Development also awards small grants yearly on a competitive basis to 
local health departments and non profit agencies that have demonstrated success at providing 
primary care services to farmworkers in high-need areas. 
Criteria for a Successful Migrant Oral Health Program. 
Using the Migrant Clinicians Network group criteria against which to identifY an ideal health 
care system (appendix E), a successful migrant oral health care program must: 
• Provide services in a manner which is appropriate to the farm worker's culture and 
lifestyle. 
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• Assure healthcare providers, and clinic staff, have appropriate skills to address the 
fannworker's language and reading skills, cultural values, behaviors, and lifestyles 
• Reduce barriers which impede access to services by providing transportation and 
child care, expanded (evening and weekend) clinic hours, multiple service provision 
sites, outreach programs, and other services 
• Develop and institute oral health services based on documented needs. 
• Maximize interagency coordination and integration in order to offer universal access 
for fannworkers 
• Aggressively recruit multilingual, multicultural healthcare providers and other staff. 
• Use a centralized, standardized database for collection of data on fannworkers, trans-
dental hygienists, and community outreach workers with a reasonably complete 
medical history, and a system for transfer of dental records. 
• Allow the personnel to allocate time for case management and practice-based 
research, rather than basing productivity solely on the number of patients seen. 
• Be able to adjust hours of operation, and provider availability to include after hour 
coverage (Migrant Clinician Network, 1992). 
Keys to successful elimination of barriers to accessing oral health care services among 
migrant and seasonal farm workers in North Carolina. 
In response to the Congressional mandate of 2002, CMS convened an intra-departmental 
HHS workgroup and convened an expert advisory panel to discuss possible solutions to the 
challenges of Medicaid and SCRIP access and portability. This expert advisory panel meeting 
held on December 2, 2003. The meeting was structured to obtain input from the expert 
consultants and to encourage a facilitated discussion among the consultants and selected 
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observers. The report provided a background on the issue of Medicaid and SCHIP eligibility and 
portability in the context of other factors including the nature of the migrant and seasonal 
workforce, the predominance of a male workforce, low income and living costs, illness and 
participation in insurance arrangements, and residence. The report's five possible solution areas 
include: 
• Interstate Compacts 
• Demonstration Projects 
• State Activities under Current Law Flexibility 
• National Migrant Family Coverage 
• Public-Private Partnerships 
In NACMH's 2007 recommendation letter to Secretary Leavitt, following Secretary Leavitt's 
2006 report to congress on the study regarding barriers to participation of farmworkers in health 
programs, NACMH also urged congress to establish an interagency task force between CMS and 
HRSA to formulate an action plan for implementation of the HHS Farm worker Study, including 
representatives of the Migrant Health Program. They were also asked to direct this task force to 
explore demonstration projects (as a possible solution) that would enhance access and help in the 
full implementation of the Farmworker Study. 
RECOMMENDATIONS 
Migrant Health Clinics or facilities that provide dental care to migrant and seasonal farm 
workers in North Carolina (e.g., Piedmont Health Services, Robeson Health Care Corporation, 
Pender County Health Department, and Wake County Human Services) need to establish 
generalized standards on; patient intake and scheduling, completion of Medicaid or migrant Fee-
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for-Service eligibility paperwork, and degree of provider cultural competency for provision of 
care in these facilities. 
Transportation barriers 
It is obvious that outreach to the migrant camps is the most effective way of offering 
educational and health screening to the migrant population, and would help to break down 
barriers to health care access (Decker and Knight 1990). Outreach teams can provide 
transportation to the health center and utilize computers to facilitate enrollment and eligibility 
determination for medical and social services prior to dental visit. Furthermore, BPHC grantees 
should allocate funds towards the purchase of mobile dental clinics to serve farm workers who 
lack access to any form of transportation. Gas vouchers should be provided to farm workers who 
have cars whenever possible. 
Inappropriate clinic hours 
All C/MHCs that receive any kind of federal or state funding, and are accessible only between 
the hours of nine to five should, as part of the grant directive, be mandated to provide extended 
hours -- evenings, early morning or weekends-- to accommodate the working hours of the 
farmworkers. These sites need to have in place mechanisms to adjust dental provider availability, 
and hours of operation to accommodate a large demand for services by families taking time off 
due to inclement weather to seek dental services. For example, monetary bonus incentives or 
work free day incentives should be included in the compensation package of providers willing to 
adjust their schedule to accommodate the increased need for care. 
Financial barriers and socioeconomic factors 
Initiatives like the Migrant -Fee-for-Service program, which currently reimburses providers 
($150 per patient per day) for dental services, should be reviewed and daily coverage benefit 
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increased. Medicaid eligibility determination forms are to be completed with the assistance of the 
outreach workers, and migrant health centers should have competent office staff available to 
assist MSFW s in applying for Medicaid at their initial clinic visit. Federal and State legislators 
need to enact policies regarding a standardized minimum wage for MSFWs. Improving the 
socioeconomic status ofMSFWs will ultimately improve their overall oral and physical health. 
Linguistic barriers 
M/CHCs need to develop quality measures (e.g., increase the capacity to track etlmic, racial, 
and language data) for their patient population to ensure culturally and linguistically appropriate 
health education materials and oral disease prevention interventions. Steps taken to achieve this 
may include: making onsite interpreter services available, providing patient health information 
written at appropriate literacy levels and in the desired language of the patient, and 
incorporating standards for measuring systemic cultural competence into standards used by the 
Joint Commission on Accreditation of Healthcare Organizations (Betancourt, Green and Carrillo 
2002). Such measures include desirable outcomes evidenced by improved social functioning, 
clinical change and self empowerment of the farm workers. Trained lay dental health advisors 
should educate farmworkers on achieving and maintaining good oral health. The Niagara County 
Migrant Clinic in New York State and the Salinas valley case study conducted by the California 
institute for rural studies have demonstrated success stories utilizing bilingual and bicultural 
outreach workers, and promotoras. 
Cultural barriers 
Review of literature cited the lack of diversity in health care leadership as a cultural barrier to 
care. Failure of providers to understand sociocultural differences between them and their patients 
can lead to lack of trust and poor communications between providers and patients. Multicultural 
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sensitivity training should be instituted for those health care professionals who work with 
migrants, to understand their level of acculturation. Colleges and universities should develop 
programs to train and certifY bilingual and bicultural oral health counselors recruited from the 
farm worker community. Incorporation of Migrant Health Care into the dental and allied dental 
school curriculum in the form of interactive lectures and student practica will provide an avenue 
to develop cultural competency skills. 
Legal barriers 
Illegal immigration should be discouraged. However undocumented farmworkers, who lack 
the finances, should be able to obtain medical and dental services when they fall ill. To prevent 
the spread of diseases and to encourage undocumented workers to seek care, M/CHCs, free 
clinics, hospitals, and emergency room health care providers who provide care should not be 
used as screening agents for citizenship status. 
Bureaucratic barriers 
Literature review findings( Bechtel et al.l995) notes that collective discussions during 
program planning involving the farmers, local health and human services agencies, and crew 
chiefs from each camp could positively impact the quality of life of the migrant family and 
increase utilization of primary services which is instrumental to reducing morbidity and 
increasing quality of life. Proactive involvement of stake holders (MSFW s or Hispanic advocacy 
groups) ensures that their needs are properly represented. State governmental policies regarding 
Medicaid portability and eligibility addressed as an access barrier in the literature review need to 
be amended, so that NC farmworkers can seek care in any state without the need for repeated 
certification resulting in a break in the continuity of care. All Federally Qualified Health Centers 
(FQHCs) should be designated as out of state providers as recommended by the NACMH. If 
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FQHC's are designated "out of state providers" then the providing MHC can bill the Medicaid 
agency in the home state of the migrant farm worker. Cross-state payments are common to 
participating providers in the case of hospitals and residential services located close to state 
borders that serve people who cross the state lines. FQHC can, through learning collaboratives 
implement similar protocols for prompt inter state Medicaid reimbursement. 
Limited number of dental facilities and providers 
Improving oral health is contingent on the availability of dental professionals in underserved 
communities. HRSA should increase grants allocated through its BPHC for opening of additional 
C/MHCs while National Health Service Corps, through its Loan Repayment Program should 
increase the funds it makes available to recipient providers in these underserved areas for 
repayment of dental school loans. Relaxing supervision laws regulating the practice of allied 
dental personnel will increase resources by increasing the ability of the dental hygienist to 
provide preventive services in these C/MHCs on patients who fit into the regulatory guidelines. 
In N.C., farmworkers who have had a comprehensive dental examination in the C/MHCs within 
the past 120 days can get their teeth cleaned in the absence of a dentist within the M/CHCs. 
Presumably; this will increase the number ofMSFWs served and clinic productivity. Dental lay 
health advisors should be trained to be able to perform oral screens and oral hygiene education 
on outreach services. 
Constant migration 
A system of universal access to care throughout the state should be created for all documented 
workers through implementation of information tracking systems that can be networked among 
in M/CHCs to ensure continuity of care, and prevent duplication of oral health services 
especially in situations in which language barriers already exist. To address the issue ofHIPPA 
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laws regarding confidentiality of transmission of dental records, state legislators should designate 
all M/CHCs receiving state funds as practicing under one umbrella. Furthermore, lay health 
advisors need to educate MSFWs on the protocol involved in obtaining copies of their medical 
and dental records prior to relocating. Steps involved in planning a successful migrant health 
program are highlighted in Table 2 (APPENDIX B). 
CONCLUSION 
Given documented levels of systemic disease burden and limited resources available to this 
migrant population, dental disease and accessing dental care is often neglected. Improving access 
to health services by eliminating the barriers enumerated above will improve utilization of dental 
health services in M/CHCs. It is estimated that less than 20% of all farmworkers in North 
Carolina are being served, thus making it even more critical that the broader healthcare 
community get involved in promoting and supporting comprehensive, continuous, and culturally 
appropriate healthcare delivery to MSFWs and their families (Triantafillou, 2003). Healthcare 
professionals across the state can assist farmworkers by adopting the practices and 
recommendations stated above. 
When planning, promoting or implementing a migrant or seasonal farmworker oral health 
program, stakeholders should be aware of identified barriers to accessing dental care and 
documented success stories on steps taken to eliminate these barriers. Availability of culturally 
competent professionals and para- professionals in a facility providing extended hours are keys 
to success. Farmworkers on the other hand need to be introduced to clinical protocol and what 
clinic etiquette is expected of them. This can be done through communication via outreach 
programs. Lack of transportation, clinic schedule, high costs, culturally competent dental 
professionals and para-professionals and language barriers appear to be the greatest impediments 
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to accessing dental health care service. Although lack of follow up studies in migrant and 
seasonal farmworker population is attributed to a perceived difficulty of tracking the subjects 
over an extended period of time due to their mobile nature, feasibility studies by (Cooper eta! 
2001; Nordstrom et al2001) demonstrated success rates in locating male and female migrant 
workers. Programs and policies aimed at addressing these barriers will enhance their chance of 
success if they: 
o Promote professional leadership and community partnership, 
• Use evidence based care delivery modes, 
o Reinforce the concept of interdisciplinary training and care delivery, and 
o Evaluate the strength and efficacy of efforts on a regular basis through monitoring 
and tracking. 
Quantitative and qualitative research needs to be conducted to evaluate existing programs, 
identify and differentiate between existing barriers and perceived barriers to accessing oral health 
services in the farmworker community in other to implement programs with long term 
sustainability for this marginalized farm worker population. 
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Appendix A 
Table I: Overview of Barriers Experienced by Migrant and Seasonal Farmworkers in Accessing 
Dental Care 
Identified Barrier Author(s)and Year of Publication 
Poss and Meeks( 1994) 
Leon (2000), Triantafillou(2003) 
Lack of transportation Acuary and Quandt (2007) 
Lukes and Miller (2002) 
Carroll et al.(2005) 
Leon (2000) 
Inappropriate clinic hours Lukes and Miller(2002) 
Lukes and Simon (2006) 
Bechtel, Shepherd, and Rogers (1995) 
Inadequate finances Quandt, Heather, Clark, Rao, and Acuary (2007) 
Poss and Meeks (1994) 
Lukes and Miller (2002) 
Migrant Farmworker Conference (1995) 
Linguistic barriers Bechtel, Shepherd, and Rogers(1995) 
Leon(2000), Triantafillou(2003) 
Socioeconomic factors Arcury and Quandt(2007) 
NA WS(2006),Triantafillou(2003) 
Hansen and Donohoe (2003) 
Poss and Meeks(1994) 
Cultural factors Betancourt, Green, and Carrillo(2002) 
Arcury and Quandt (2007) 
Legal barriers Leon (2000), Triantafillou(2003) 
Hansen and Donohoe(2003) 
NAWS(2006) 
Bureaucratic barriers Betchel, Shepherd, and Rogers(l995) 
Limited number of dental facilities Ricketts (2000) 
and dental providers Betchel, Shepherd, and Rogers( 1995) 
Arcury and Quandt (2007) 
Constant migration Airedale (200 1) 
Lukes and Simon(2006) 
Betchel, Shepherd, and Rogers(l995) 
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AppendixB 
Table 2: Steps involved in planning a successful migrant health program 
Key Steps to Establishing an Ideal Migrant Dental Facility 
Collaboration 
Funding 
Hiring 
Recruitment and Training 
Evaluation 
Policy recommendations 
Outreach 
Oral Health Promotion 
Site of care 
Dental Services 
Continuity of care 
With key community stakeholders to determine 
imminent MSFW needs. 
To be sought from local, state and federal 
governmental as well as private organizations. 
Diverse personnel, outreach workers, support 
staff, and providers 
All staff members to demonstrate workplace 
cultural competency. 
Of program periodically after migrant 
community needs are assessed to ensure goals 
and objectives are met, and to make any 
required changes. 
Via media to convey information on the 
availability of affordable prompt dental 
services to MSFW s in an environment with 
bilingual competent providers. 
Utilizing community educators, heightened 
health awareness by culturally competent lay 
health advisors with oral health educational 
materials. 
Facility should have multilingual staff, readily 
available payment plan, and modern 
equipment, reduce wait time and provided 
extended hours. 
Should be provided within the standard of care, 
by highly skilled competent providers 
Patients should be scheduled with the same 
providers and records should be easily 
available for transfer at no cost. 
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Access to care barrier 
Lack of transportation 
Inappropriate clinic hours 
Inadequate finances and socioeconomic 
barriers 
Linguistic barriers 
Cultural factors and barriers 
Legal barriers 
Bureaucratic barriers 
Limited number of dental facilities and 
providers 
Constant migration 
Elimination strategy 
Mobile dental units, outreach workers/clinic 
transportation vans, and provision of gas 
vouchers. 
Extended clinic hours; nights, weekends and 
early mornings should be provided. 
Migrant fee-for-service vouchers, sliding fee 
scale, assist with paperwork for Medicaid 
enrollment. Employers should be mandated to 
provide adequate, and clean living facilities. 
On site and migrant camp translation services, 
communication of information at appropriate 
literacy level. 
Provision of culturally competent clinicians 
and support staff. 
Assistance with information on obtaining 
appropriate immigration paperwork. 
Continue to advocate for policies which would 
mandate Medicaid reciprocity and portability 
between states. 
Perform assessments to demonstrate the need 
for multiple sites in areas with a lot of MSFW s 
Assist farmworkers by providing information 
on transferring dental record and x-rays, 
advocate for electronic records transfer. 
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Federally Funded Health Centers that Provide Dental Care. 
Health Centers and Dental Care 
Federally funded Health Centers Health Centers That Provide or Refer and Pay 
for Preventive and Restorative Dental care* 
Total1,002 Number providing preventive dental care:894 
Number providing restorative dental care 871 
Number of centers receiving Number providing preventive dental care: 140 
Farmworker Health Grants: 140(14%) Number providing restorative dental care: 141 * 
*The same center may both provide and refer and pay for care 
Source: Umform Data System (2006). CalculatiOns by the George Washmgton Umvers1ty 
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APPENDIXD 
Characteristics of Community/Migrant Health Centers Providing Oral Health Care to 
Migrant and Seasonal Farmworkers * 
% (n) 
Facilitators to care, Open all year 98.8 (80) 
Treat both adults and children 98.8 (80) 
Bilingual staff available for translation 96.3 (77) 
Migrant Headstart linkage 87.0 (67) 
Use outreach workers 68.8 (55) 
Early childhood caries screening program 65.8 (52) 
School-based linkage for migrant and seasonal farmworkers' children 57.1 (44) 
Open 2 or more evenings per week 32.1 (26) 
Use case managers 30.0 (24) 
Use Promotoras 23.8 (19) 
Open Saturday or Sunday 13.6 (II) 
Barriers to care 
Additional funding largest need 70.0 (57) 
Difficulty in staffing dentists 53.0 (43) 
Open no evenings 51.8 ( 4 2) 
*Self-report of health center respondents (N = 81). 
Source: Lukes & Simons (2006) Dental Services for Migrant and Seasonal farmworkers in U.S. 
Community Health Centers. Journal of rural health 22(3) 269-273 
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APPENDIXE 
The Ideal Healthcare System 
The ideal healthcare delivery system, according to the Migrant Clinicians Network group, must 
be involved in all areas that affect farmworkers' health. Examples include housing, 
unemployment, worker's compensation, immigration and citizenship regulations, and access to 
healthcare. 
The system must provide comprehensive healthcare services incorporating the following: 
• preventive care; 
• health maintenance programs; 
• health screenings; 
• oral health clinics; 
• mental health clinics; 
• substance abuse prevention programs; 
• Social services. 
The system must provide services in a manner which is appropriate to farmworkers' culture and 
lifestyle. Barriers which impede access to services must be reduced by providing transportation 
and child care, expanded (evening and weekend) clinic hours, multiple service provision sites, 
outreach programs, and other services. Healthcare providers, clinic staff, and patient education 
materials must be appropriate to farmworkers' language and reading skills, cultural values, 
behaviors, and lifestyles. 
The system must be developed instituting services based on documented needs. Involvement of 
individuals, families, and communities is critical in the development of services for farmworkers. 
Efforts must maximize interagency coordination and integration in order to offer universal access 
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for farmworkers, require minimal documentation for registration and reporting, and ensure 
interstate reciprocity as farmworkers travel along the migrant stream. 
The system must aggressively recruit multilingual, multicultural healthcare providers and other 
staff. Healthcare services should be provided by a multi disciplinary team. In addition, the 
system must allow the personnel to allocate time for case management and practice-based 
research, rather than basing productivity solely on the number of patients. 
The system must use a centralized, standardized database for collection of data on farmworkers, 
trans-dental hygienists, and community outreach workers. 
Finally, outreach programs which emphasize screening and needs assessment suffer from the 
lack of a streamlined system for the transfer of medical records. It is very difficult to conduct 
comprehensive health screening and needs assessment for patients in the absence of reasonably 
complete medical history (Migrant Clinicians Network, Inc., 1992). 
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MSFWs 
NAWS 
M/CHCs 
NCFH 
BPHC 
HRSA 
NCFHP 
ORHCC 
NCFHA 
CDC 
NCAC 
NACMH 
APPENDIXF 
Abbreviations and Acronyms 
Migrant and Seasonal Farmworkers 
National Agricultural Workers Survey 
Migrant/ Community Health Centers 
National Center for Farmworker Health Inc. 
Bureau of Primary Health Care 
Health Resources and Service Administration 
North Carolina Farmworker Health Program 
Office of Rural Health and Community Care 
North Carolina Farmworker Health Alliance 
Centers for Disease Control and Prevention 
North Carolina Administrative Code 
National Advisory Council on Migrant and Farmworker Health 
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